Twenty-two patients had ventricular septal rupture complicating acute myocardial infarction. Sixteen of the 22 patients underwent surgical repair. The clinical findings, catheterization data, and operative results suggest that closure of the rupture should be delayed when possible from three to six weeks after the infarction to allow firm fibrous healing of the region. When surgery is thus delayed, the operative risks are smaller and the long-term results are good.
1). The mean age of the men was 59 years and of the women, 66 years. The most common location of the infarction was antero-septal.
A thrill was palpated along the lower left sternal border in 15 of the 16 patients, and all 16 had a grade 5-6/6 harsh systolic murmur. In two patients, the murmur was the first clue to the diagnosis of myocardial infarction. The average time interval between the infarction and auscultation of a murmur was seven days.
Fourteen of the 16 patients had cardiac catheterization before operation (table 2). All patients had significant pulmonary hypertension. The cardiac output was significantly depressed except in two patients. The ratio of the pulmonary to systemic flow (Q0/ QQ) averaged 3.8, and was greater than 2.0 in all but two patients.
Three patients underwent preoperative coronary arteriography. Two of the three patients had complete occlusion of the left anterior descending coronary artery, with no distal filling of the artery. The right coronary artery and circumflex arteries were essentially normal in both patients. The third patient had luminal narrowing of about 50% in the proximal right coronary artery. The left coronary artery had a tubular zone with narrowing of about 75% distal to the origin of the diagonal branch. The remainder of the left coronary system was essentially normal.
In six patients, left ventricular hemodynamic and angiographic studies were performed. In each instance, the left ventricular end-diastolic pressure was elevated, and the angiogram showed a poorly contracting left ventricle. Five of the six patients had mitral insufficiency. None of the five patients had anatomic abnormalities of their papillary muscles or chordae tendineae at operation, and none required valve replacement or repair.
The average interval between occurrence of myocardial infarction and operation was 5.3 months (table 3); however, one patient underwent operation almost three Residual or recurrent (or both) ventricular septal defect has been reported. The true incidence, however, is not known because patients have not been routinely catheterized after their repair. Systolic murmurs present after operation have been attributed to mitral regurgitation.
The natural course of this entity, as described by Oyamada and Queen1-" and Sanders et al.,'7 is dismal. The survival of patients who have undergone surgical correction is better, and equally important, the quality of life is significantly improved. The results in part depend on the timing of surgery in relation to the infarction.
In a review of the literature by Kitamura et al.,5
the death rate of patients operated on within six weeks of infarction was 70%. Since their report, 26 patients have been operated on within two weeks of infarction, the operative mortality being 56%. Shumacker15 analyzed results in published reports and noted that of 32 patients operated on within six weeks of infarction, only 9% survived for one year, whereas, of 40 patients operated on six weeks or longer after infarction, 35% survived for one year. In our own small group of patients, all of whom underwent operation at least three weeks or longer after infarction, 54% survived for one year or longer. This is much better than the rate for patients who required mitral valve surgery or aneurysmectomy after acute myocardial infarction.'8' 19
The results in the present series, coupled with the results reported in the literature, support the aggressive approach to ventricular septal repair. The long-term survival of patients operated on soon after myocardial infarction (less than three weeks) has been poor, but this reflects the difficulties of operative intervention in severely ill, often moribund patients whose myocardial reserve is poor. However, significant improvement has been demonstrated in the long-term survival, more than one year, of patients who underwent operation at least three weeks after myocardial infarction. 
